PRINTED: 07/17/2012

seeedul, 30,0 20170 4 Q0PMT " Masters Healtheare Center— - wmge—No, Q44 1-—P, f—v o —
poe. 4k

DEPARTMEENTQF HEALTH AND HUMAN SERVICES FORM APPROVED

GENTERS FORMEDICARE & MEDICAID SERVICES o cg:\;jl_?\_[ ) __OMB NO. 0938-0381
STATEMENT OF DEFCIENCIES {X1) PROVICER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF C-ORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDING
445136 B. WING 0712i2012
NAME OF PRCM/IDER OR SURPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
278 ORY VALLEY RD

KINDRED N URSNG AND REHABILITATION-MASTERS ALGOGD, TN 38501

41D SUMMARY STATEMENT OF DEFICIENCIES 5 FROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMFLEION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 000 | INIITIAL COMMENTS F 000

On July 8-12, 2012, an annual recertification
sLervey was completed.

The facility was cited with an Immediate Jecpardy
at F223 and F226 with a scope and severity of "J"
for faiing to protect one resident (#11) being
transported by emergency persennel from the
facility fo the emergency room from abuse. The
faclilitys failure to intervene when abuse was
oloseived was likely to cause serious injury, harm,
impaiment, or death to resident #11, and
potentially for any resident who is abused,

An extended survey was completed on July 12,
2012,

The Administrator and the Director of Nursing
{DON) were informed of the lmmediate Jeopardy
or July 11, 2012, at 2:15 p.m., in the
Administrator's Office. ’

Thie Immediate Jeopardy was effective July 10,
2012, through July 11, 2012. Substandard
Quiality of Gare was cited under F223-J and
F226-). An acceptable Allegation of Compliance,
which removed the immediacy of the jeopardy,
was received and corrective actions validated
on-site by the survey team on July 12, 2012.

Non-compliance of the Immediate Jeopardy tags
continue at a scope and severity of 2 "D* level for
monitdring of corrective actions through the
facility's Quality Assurance/Performance
[mprovement Program.

The facility is required to submit a plan of
correction for all citations.

LAE’QF\_'ATDR“DIREQR'SO PRCVIDER/SUPFLI R REPRESENTATIVE'S SIGHNATURE TTLE . ' (MB) DATE
Gediuce QLo il nin Exeabive Mieskc 939 o
, |

Any dt{ljlciency stateéfent ending with an astarisk () denotes a deficlancy which the institution may be oxcused from carrecting providing it Is daten%ined that
other safeguards provide sufficient protection to the palienis. (See Instruciions.) Except for nursing hornes, the findings stated abova ara disclosable 90 days
foliowing tha dates of survey whether or niot a plan of conection is provided. Far nursing homes, the abova findings and plans of correction ara discloseble 14
days following the date these documents are made avallable to the facility, If defigiencies are cited, an approved plan of corection is reguisita to gontinued
program participation.
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Uponwritten authorization of a resident, the
facility must hold, safeguard, manage, anc
account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs (c)(3)-(8) of this section.

The facility must deposit any resident's personal
fundsin excess of $50 in an interest bearing
account {or accounts) that is separate from any of
the facllity's aperating accounts, and that credits
all interest earned on resident's funds to that
aceoount, (In pooled accounts, there must be a
Sezparate accounting for each resident's share.)

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or
petty cash fund.

The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according te generally accepted
accaunting principles, of each resident's personai
funds entrusted to the facility on the resident's
behalf,

The system must preclude any commingfing of
resident funds with facitity funds or with the funds
of any person other than ancther resident.

The individual financial record must be available
through quarterly statements and on request to
the regident or his or her legal representative.

The facility must nofify each resident that receives
Medicaid benefits when the amount in the

(4 ID SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S FLAN DF CORRECTION {xs)
PREFIX {EACH DEFICIENGY MUST BE PRECEGED BY FULL (EACH CORREGTIVE AGTION SHOULD BE covalgEnou
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) CROSS.REFERENCED TO THE APPROPRIATE DA
DEFICIENCY)
This Plun of Corraction 15 the center’s credible
F 159 | 483.10(¢c)(2)-{5) FACILITY MANAGEMENT OF allegation of compliance. 213/2012
$5=D | PERSONAL FUNDS

Preparation andfor execution of this plan of correction
doar nat constitute admission or apréemens by the '
pravider of the tth of the focts alleged or conclusions
sei forth in the statement of defiviencies, The plan of

s correction i prepared and/or executed solely becouse

. U5 required By the provisions of federal and siate law.

| F159
 Ttis the practice of this facility to notify each
- resident that receives Medicaid benefits when the .
amount in the résidents acopunt reaches $200 legs
than the SST resource limit for one person ag
specified in the ACT. The facility will continne to
follow facility poliey of sending the Medicaid
Resident Fund Notification letter to the
regponsible parties andfor to the resident to
inform them thar the resident is within 200.00 of
the Medicatd limit of 2000.00, We notified the
responsible parties with the letter on resident
#201, #78, #208, #155, #126 on 7/3/12 and 2
capy or the letter is on file in cach resident’s
financial file.
All resident trust fund acconnts were andited on
7/26/12 vy Business Officc Manager a3 of this
time are below the Medicaid limit. The Buciness
Offics Manager or designee will continue to
monitor aecounts monthly for residents are
approaching within the $200 Medicaid limit and
will notify the resident and/or responsible party
and DHS ¢ase worker as well.
The facility administrator will perform spot audis
on the resident trust fund monthly X 3 months
and then quarterly, thereafter, and report findings
to the facitity Performance fmprovement
Cammittee (Director of Nursing, Assist Director
of Nursing, Exeutive Director, Case Manager,
Business Offico Manager, Admissions
Coordinator, Maintenanes Supervisor, Account
Manager, Infection Control Nurse, Dietician,
Medical Director, Activities, end MDS
Coordinator) at its regular monthly meeting for
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F 189 | Continued From page 2 F 150| This Blan of Correction is the center's credible

-| resident's account reaches $200 less than the aifegapion of comphiance.

S5 resource limit for one person, specified in Preparation and/or executton of this plan of correction
section 1611(a)(3)(B) of the Act; and that, if the does not constinge admission or agreement By Jf;e ‘
amount in the account, in addition o the value of providar of the truth of the facis alleged or conchisions

i Y tatement of dgficiencies. The plan of
e pents other nONBXeMEL resources, iﬁfiﬁoﬁ ;:epmd M-fﬂxmed solely beeause

reaches the SSI resource limit for one person, the - il required by the provisions of federa] and state law.
resident may lose eligibility for Medicaid or $SI. ;

revicw, discussion and recommendations, if
indicated.

This REQUIREMENT is not met as evidenced
by:

Based on review of the Resident Fund
Management Service and interview the facility
failed fo notify residents and/ar responsible
parties of balances within two hundred dollars
receiving Social security Income (S5I) resource
arnount for five residents (#2071, #78, #208, #155,
#126) of seventy-seven resident balances
reviewed.

The findings included:

Review of the Resident Fund Management
Service dated July 12, 2012, revealed five
residents with account balances of Resident #201
$2,298.75, Resident #78 $2,264.94, Resident
#208 $2,298.03, Resident #155 $2,571,30, and
Resident #126 $3,868.29. )

Interview with the Business Office Manager on
July 12, at 3:30 p.m, in the front office, confirmed
five residents who received Medicaid benefits
accounts had reached over the 83| resource
limit. Continued interview at this time revealed no
documentation the facility had notified residents
or representatives of the $5I resourca limit when
the amount in the resident's aceount reached
$200 less than the SSI resource limit for one
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F 158 | Continued From page 3 F 159
This Plan of Correction is the center’y credible
person. . allegation of complionce.
F 164 | 483.10(s), 483.75(1)(4) PERSONAL F 184
58=D | PRIVACY/CONFIDENTIALITY OF RECORDS Preparation and/pr execution of this plan of correction
does not constitge admission or agreement by mﬁz
3 . . pravidar of tha truth of the facts alfeged or conchusions
The resident has the right to personal privacy and et forth in the sigtement of deficiencies. The pln of
-confidentiality of his or her perscnal and clinical correction is prepared and/or execuied solely because
recolds, {t Is required by the provisions of federal and state Faw,
) 8312012
Personal privacy includes accommodations, F 164
medical freatment, written and ielephone It is the practice of this facility that resident has
cc:mlpumcatlons_, personallcare, visits, and ) the right to personal privacy and confidentiality
meetings of family and resident groups, but this of his or her personal and clineal records.
does not require the facility to provide a private Nursc # 3 filed to pravids privacy during
room for each resident, finger stick blood suger chocks ag well as insulin
injection. Nurse# 3 did provide privacy to
Except as provided in paragraph (e)(3) of this residents in their rooms but did not pull tho
section, the resident may approve or refuse the curtain. Nurso #3 has been courseled by the DNS
release of personal and clinical records to any on fucility policy on privacy on 7/19/12'@
individual outside the facility 1:30am. Mursc #3 verbalized to DNS
' understanding of policy.
L All licensed nurses will ba in-serviced on the
The resident’s right to refuse release of personal facility policy on personal privacy by 7/26/12 by
and chmc;al records does not apply when the the DNS/SDC/nurse managers. Meeting
resident is transferred to another health care scheduled for 7/19/12,7/20/12, 721712, 7122112,
institufion; or record release is required by law. 7123712, 7/24/12 and 7/25/12.
DNS/ADNS/nurse managers will make
The facility must keep confidential all information rounds 3.5 times 2 week to manitor at least 2
contained in the resident's records, regardiess of nurses per shift for privacy during medication
the form or storage methods, except when administration weatments to include finger stick
- . blood sugar cheeks and insulin injections. These
release is required by iransfer to another rounds by DNS/ADNS/ SDC and/or RN
healthc:a_re institution; law; third party payment supervisors will continne weekly X 4 weeks or
contract, or the resident. until substantial compliance achieved and then
' monthly X one quarter and then at lengt quarterly
. . thereafier, The SDC will moniter and address
This REQUIREMENT is not met as evidenced privacy issues rclated to medication
by:
Based on medical record review, obsarvation,
and interview, the facility failed to promote care
that rnaintained or enhanced dignity during Insulin
FORM GMS-2567(02-59) Previous Versions Obsolets EvantID; G7YL11 Fadility ID; TN7102 If continuation sheet Page 4 of 31 '
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F 164 | Continued From page 4 F 164 This Plan of Comacton f e comiers wredibl
iisgation 3
injections for two residents (#90, #193) of forly *
regidents reviewed. Prepasation and/or execwilon of this plam of correction
doey not constinste admission or aim;nanf by ﬂ;:s
. ) ovider of the truth of the facts afleged or conclusions
The findings included: f:: far:.‘lr l?{ the statement ojfad@‘iclencf:.;. II?I;%M of
- gorrection is prapared andior executed 56 deiete
Resident #30 was admitted to the facility on " U ls required by the provisions of federal and state Jaw.
August 12, 2011, and readmitted on February 7, : : :
2012, with diagnoses of Dementia with Behavior B om0 el 05
Diso i i i i ng licensed nurse s
rder, Alzhgimer's Dementia, and Diabetes. annuslly. Pharmacy consalt will assist by auditing
Observation in the resident's room on July 10, “Iuﬁ':, ':2; i;ﬁfiﬁﬁe:pﬁﬁ;n PP
2012, at 11:49 a,m., revealed Licensed Practical gmmgﬁggues with privacy during medication
Nurge_(LPN) #3 gerfo{rr!egl a finger stick and administration pass to the DNS,
administered an insulin injection in the resident's The resulis of the audits and the pharmacy
abdemen, with the resident lying on the bed, 1¢poris on medication administration (pass) will
visible to the roommate, without pulling the be presented by the DNS/ADNS at the facility’s
privacy curtain, mouthly performance improvement committee
{Director of Nursing, Assist Directngof}*?ursmg,
Resident #193 was admitted to the facility on July | Executive Director, Case Manager, Sustess
2, 2010, with diagnoses of Alzheimer's Disease, Ofiice Manager, Ad‘.“‘“‘"::ccwtrilm“:r;r
Cirrhosis, and Diabetes Maintenance Supetvisor, Account IHanage,
’ : Ynfection Control Nurse, Dletsmlan, Medwa}
o . Director, Activities, and MDS Coordinator’
Observation in the resident's room on July 10, mmin,_: forcgiei aind discossion with
2012, at 12:00 p.m., revealed LPN #3 performed recommendations if indicated.
a finger stick and administerad an insulin injection
in the left arm, with the resident sitting on the bed,
visible to the roommate, without pulling the
privacy curtain,
Interview with LPN #3 in the hallway on July 10,
201'2, at 12:05 p.m., confirmed the facility failed to y
maintain privacy during two finger sticks and two
insulin injections for two residents.
F 223 | 483.13(b), 483.13(c)(1)(i} FREE FROM F223| m23
55=) { ABUSE/INVOLUNTARY SECLUSION It is the practice of this facility to ensure each 2/3/2012
regident i free from verbal, sexual, physical, and
The resident has the right to be free from verbal, mental abuse, ¢orporl punishment and :
sexual, physical, and mental abuse, corporal involuntary seclusion.
FORM CMS-2567{02-98) Previous Versions Obsdlefe Evant ID: G7YL{1 Facility ID: TNT102 if conlinuation shest Paga 5 of 31
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punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, carporal punishment, or
involuntary seclusion.

ThisREQUIREMENT is not met as evidenced
by:

Based on medical record review, facllity policy
review, ohservation, review of facifity
investigation, Ambulance Service Complete
Report, and interview, the facility failed to protect
one resident from abuse (#11) transported by
ermergency personnel from the facility to the
emegency rocnt of forty residents reviewed,

The facility's failure placed resident #11, in
immediate Jeopardy (situation in which a
pravider's noncompliance with one or more
requirements of participation has caused, or is
likely to cause serious injury, harm, impaiment,
ar death),

The Administrator and the Director of Nursing
{DON) were notified of the Immediate Jeopardy
onJuly 11, 2012, at 212 p.m., in the
Administrator's Office.

The Immediate Jeopardy constitutes
Substandard Quality of Care and was effective
July 10, 2012, through July 11, 2012. An
acceptable Allegation of Compliance, which
removed the immediacy of the jeopardy, was
received and comrective actions validated on-site
by the survey team on July 12, 2012,

The findings included:

Preparation and/or execition of this plem of corraction :
" does vot constiture admission or agresment biy the i
provider of the truth af the fucts alleged or contlugions |
se1forth in the riatement of deficiencies. The planof
corveciion Is prepared end/or excented solefy becatse
1r1s reguired by the provisions of federal and siare low,

Nursing staff assessed resident #11 upon remam
from trcatment in the emergency room for g head

Tuly 10, 2012. Social Services conducted follow-
up psychosocial assessment on July 11, 2012 and
on July 12, 2012 and noted no negative outcomes
apparent with the identified resident. Care Plan
reviewed with edditional interventions added
related to fall on July 10, 2012 no other changes
indicated.

Director of Nursing Services has reviewed event
reports from the last 50 days and no other
i incidents of inappropriate behavior or allegations

nor noted in mormning clinical rounds.
On July 10, 2012 the facility Execurive Direcror
called the Assistant Director of Emergency

Medical Services to repert the surveyor’s
concerns that EMS staff had been rude rowards
the resident #11. ‘The Assigtant Divector of
Emergency Medical Services and the State
Regional Director responded by coming to the
Facility and discussing the event with the
surveyor, The Racility Executive Director
submitted a wriren request to the Assistant
Director of Emergency Medical Services thar
EMS #1 and EMS #2 not be scheduled 1o peform
any trangport of facility residents until an
investigation was completed and carrective action
implemented. The Assistant Director of
Emergency Medical Services is voquiring BMS #1
and EMS #2 complete an in-service Program on

weund suffeved in o fall the moming of the event,

of abuse by non ~ staff has been neither reported
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. Thiz Plan of Correction is the centar’s credible
F 223 | Continued From page 5 F 223\ altsgation of compliance,
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| Resident #11 was admitted fo the facility on June

long term memory problems, was severely

.G-Hall dining room, revealed resident #11 lving

14, 2010, with diagnoses of Alzheimer's
Dementia, Depression, Agitation, and Behavioral
Disturbances,

Medical record review of the Minimum Data Set
{MDS) dated April 30, 2012, (quarterfy
assessment), revealed the resident had short and

impaired for daily decision making, and had
physical behaviors toward others occuring four to
six days but less than daily.

Medical record review of the Care Flan initiated
May 2, 2012, revealed, "...combative, hits, grabs
staff, easily upset, behaviors sometimes present
sometimes not...monitor for hitting, scratching
and verbal aggression..."

Review of the facility's Abuse Policy dated May
15, 2003, revealed, "Compliance
Guidelines...Prohibitions on abuse apply to facility
staff, other residents, consultants, or volunieers,
staff of other agencies serving the resident, family
members or legal guardians, friends, and other
individuals,..Alleged Physical Abuse...Diffuse the
situation, and remove the aggressor from all
resident contact...if the resident could have an
injury as a result of the alleged abuse, stablilize
the resident's candition...”

Observation on July 10, 2012, at 7:35 am., in the

on the floor and the facility staff providing first aid
to & laceration to back of the head. Further
observation at this time revealed the resident
cooperating with staff.

%4 ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION {45}
PREFIX [EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX . (EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APFROFRIATE ,
. DEFICIENGY)
his P!fm of Correction is the conter’s credible
F 223 | Confinued From page 6 F 23| atlegation of compliance.

Preparaiion andlor txecution of this plan of correction
does not constitute admission or agresment by the
provider of the truth of the facts allaged or conelusions
ses forth in the statement of deficiencies. The plan of
cotrection is prepared andior exeeuted sofely becawse
itis required by the provisions of federa! und state law.

how to handle patients with Dementia /
Alzheimer’s Disease by 7-25-2012. The clinical
management staff (DNS/ADNS/SDC) will assist
with imining of Emergency Medical Services
staff on dealing with the patient with dementia,
on request and as needed, On Tuly 10.2012 the
facility Executive Director notified the facilipy
Medical Director, who i3 also Resjdents #11
aménding physician, of the event and the
surveyor's concerns, The facility Director of
Nursing called the hospital emergency
department to request the rurses exarmine the
face, hands,and arms of Resident #11 for any
signs of injury, The EMETZENCY MO nurss
réported nope noted.
On July 12*, the facility Bxecutive Director
notified the City Chief of Police of the incident
and » report was coplered,
The facility Exscutive Director amended the
contract with the County Emergency Medical

Services to include a statement — a1l Bmergency
Medical Serviees personnel will trear all of
Faciliyy’s patients/residents with digmity and
respect”. The addendum wae signed by the
facility Bxecutive Direcror and Assistant Director
of Emergency Services on July 30, 2012,

Each vendor/contractor signs a “Code of
Conducr Summary” acknowledgement in which
they acknowledge they will abide by all r¢lated
federal and state laws/regulations and Gorporate
policy and procedures such g resident rights,
abuse prohibition, ete, while doing business with
and /or m the Fagility. The Agsistant Director of
Emergency Medical Seryices re-signed the “Code
of Conduct Acknowledgement™ on July 30, 2012.
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) ’ _ Prepuration andior execution of this plan of correction
Chbservation on July 10, 2012, at 7:55 a.m., in the + does not constimue admission or agreement by the
G-Hall, revealed the resident in a Geri-chair being f’fﬁf;,’;f;’“’ ruth ofrf:ﬁcg ?ﬂeged o;;emibwfjrm
. el féi 2 FLgrenten clendigs. plim o
Xheiei:dtd;zwlq Ti"g half and Ce;t{f}:d ?lurseﬁ correction is prepared andlor excouted solely hotowse
55 S. n o Iﬂg pTeSSU!'E -D 2 [aceranon. it is reguived by the provisiong of federa! and staze law,
Continued observation at this time revealed the
resident cooperating with staff. On July 11, 2012 the Facility’s policies and
procedures for abuse and neglect provention were
Observation on July 10, 2012, at 8:30 a.m., at the reviewed and an addendum/ revision included 1o
G-Wing Nurses Station, revesled resident #11 clarify the term visitors to encompess those of 2
lying on the ambulance personnel’s stretcher. profcssional nareré to include but not limited to
Continued observation revealed ambulance l?bm’ Pmﬁ“? zadiological technicians,
personnel #1 spoke loudly to the resident stating, m&?‘;ﬂﬂ!& cians, physician, clergy, legal
"stop, quit it, | will put a bag aver your head.” District Director of Clinical Operatiang
Continued nbsewa_qu revealed, ambulance conductad in-servics training with
personnel #2 sated, “and...(ambulance facility/oontract management staff on July 11,
personnel #1)...will tco." Continved observation 2012 on the Facility abuse policy and procedure
revesled ambulance personnel #1 took an clarification on tho term vigitors ineude ali
oxygen magk with tubing attached to a port on the pérsons cntering the facility to seefvisit & resident
mask approximately 2 centimeters in diameter inchudes those of a professional nature, Facility
(the tubing is usually attached to an oxygen tank &nd contract managers began in-services with
in order to provide oxygen); removed ths tubing their staffbegx_nr;{ng on the afternoon of July 11,
. . 2012 and continuing as staff reported for duty the
by forcefully pulling at the tubing and placed the evening of July 11, 2012, the morning aftermion
mask foreefully on the resident's face. Continued and evfning oglul; 12,2012 Any smg’&’fcf:m;
observation revealed the resident grabbed at the T
mask. Continued observaticn revealed : ; :
. loyee wha has not received the in-service
ambulance plersonnel #1 slapped the rasident's Z;-Pnin’é by clase of business on July 12, 2¢i2 L.e,
han_ds and ambulance personne] #2 grabbed the employees on vacation, LOA, PRN staff, will
resident's hands, and placed the hands under the receive the in-service on their next schedule day
cloth strap on the stretcher. Confinued prior to assuming their duties on the floor. As of
observation revealed Licensed Practical Nurse July 11, 2012 all newly hired staff when they
(LPN)#3 did not intervene verbaliy or in any way receive their ebuse raining will include the
after the oxygen mask (without being attached ta F‘""S"d’*‘.“de“dg’? ?°I‘f¥&pm.°°dm° .
oxygen saurce) was forcefully applied and the m.al?[‘i’; a‘?m‘i‘;‘mﬁ ‘“;mzwmwﬂmhm
resident's hands were slapped by ambulance i/
. . conducted on 7/19/12, 720412, 172112, 7122412,
perscnnel #1. LPN #3 provided resident {ransfer 23112, 7124112 and T28/12.
paperwork to ambulance persennel #2 and both
ambulance personnet rolled the stretcher dowin
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the hall toward the exit,

Observation on July 10, 2012, at 8:32 a.m., at the
G-Hall exit door, revealed the resident on a
gumey with both ambulance personnel with the
resident. Interview with ambulance personnel #1
confirmed ambulance personnel #1 had been
aware of the resident's diagnoses of Alzheimer's
Dementia and stated, "That does not mean...does
not understand and I'm still not going fo be spit
on.” Continued observation revealed resident
#11 was removed from the facility by ambulance
personnel #1 and #2 without any facility staff
intervention,

Obssrvation on July 10, 2012, at 8:35 a.m., in the
G-Wing Nurses Station, revealed LPN #3 on the
telephone and stated after hanging up the
telephone, "I have to go tall my Director of Nurses
what just happened.”

Review of the facility investigation dated July 10,
2012, hand written by LPN #3, revealed, "...
(ambulance personnel #1)...stated o resident
“what did i tell you abaut that you spit and | wil
cover your face up,”...(LPN #3)...explained to...
(ambuizance personne! #2)...that resident had
Alzheimer's Dementia ef (and) that...
(resident)...spits a lot....(ambulance personnel
#2)...then said to...(LPN #3),.."| don't care what...
(resident)...has...(resident)...is not and will not be
spitting on us” as...(ambulance personnel
#1)...was working with pt (patient) trying to put
oxygen mask on resident, resident was resisting
not wanting face mask on face et...(ambulance
parsonnel #1)...slapped et grabbed at residents
hand et pushed face mask down on residents
face et said if.. {resident)...kept on...(ambulance

Freparation ondfor exsovtion of thic Plan of correction
does not constitute edmission or agraement by the

set forth I the statement of deflolencies. The plan of
correction I§ préepared andipr execured solely because
it is raquired by the provisions of fedral and state low,

Facility Performance Improvement Committee
{Director of Nursing, Assist Director of Nursing,
Executive Dirsetor, Case Manager, Business
Office Manager, Admissions Coordinator,
Mainténance Supervisor, Account Manager,
Infection Control Murse, Dietician, Medical
Director, Activities, and MDS Coordinator)
vabally approved the addendum to the Facility’s
shuge policy at the in-service conducted with
management staff on July 11, 2012,

The Commimee will meet on Friday July 13,

plan for full participation and expected date of
full completon.

The DNS/ADNS during weekday raorning
clizical rounds when reviewing ovent reports and
24 hour nursing reports will monitor for any
evidence/documentation of inappropriate
behavior by non-staff to ensure ali appropriate
actions per Facility’s vevised abuse policy and
procedures had been reported and followed.

The Committee will meet weekly on this issue
to review guatys unril 100% completion achieved.

, The DNS will continues present to the
Facility Performance lnprovement Committee
any/ell investigations of allegationg of abuse that
includes a roview of compliance with the

facility's P&P on Abuse Prevention &
Investigarion for review, discussion and
recommendations, if indjcated

Provider of the truth of the facrs alleged or conclusions

2012 to review status of in-service educarion and .
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‘| #1)...was the one who said that. Patient was with

Continued From page 9

personnel #1)...would cover...(resident)...head
up...(LPN #3)...then explained again that...
(resident)...was not orignted that...(resident).. was
very confused...(LPN #3)...was picking up phone
to call supervisor ambulance service was rolling
resident via (by way of) gurney.

Review of the facility investigation tated July 10,
2012, hand written by Rehabilitation Technician
#1, revealed, ™...(Rehabilitation Technician
#1)...was in the speech office and over heard a
male voice state “don't spit, | will put a bag over
your head if you spit on me" immediately came
out of office to see what was going on...saw a
nurse at the desk and the ambilance service with
a patient on the stretcher. One of the ambulance
attendents was a male so...(Rehabilitation
Technician #1)...assumed..(ambulance personnel

nursing so...{Rehabilitation Techniclan #1 )...went
and notified my supervisor of the incident "

Review of the Medical Necessity Information
(provided to ambulance personnel at time of
transportation) dated July 10, 2012, revealad
“...decreased mental status, Alzheimer's
Disease.."

Review of the Ambulance Servics Complete
Report dated July 10, 2012, revealed, *...
Dispatch Priority: Urgent..,Response Made To
Scene: No Lights or Sirens... Armived at Scene:
7-10-2012 8:18.. Arrived Patient; 7-10-2012
8:20... Transferred: 7-10-2012 8;30...Left Scene:
7-10-2012 8:32.. Arrived Dest: 7-14-2012
§:44.. Airway Breathing Condition: patent
Respiration: normal...Mentat status: alert,
confused...altered mental status normal for this

F 223
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Continued From page 10

patient...7/10/2012 8:31...Protective Eguipment
Used: (not Applicable)...Suspected Contact With
BadyFluids: (none listed)... Past Medical
History:.. Alzheimer's Disease,
Dementia...Present History:... Staff states PT
(patient) has HX (nistory) of being combative and
spits, bites and hits...transported no lights or
sirens...”

Review of facility investigation dated J uly 10,
2012, hand written by the Administrator, revealed,
"...Head of Ambulance Servics notified came to
facilily took complete report of what happened..."

Review of the facility investigation dated July 10,
2012, at 10.15 a.m., hand written by the
Administrator, revealed, ".. called...(Assistant
Ambulance Director)...came...stated he would go
back do...(Assistant Ambuiance
Director)...investigation and call...
(Administrator)...back., "

Review of the facility investigation dated July 19,
2012, at 2:50 p.m., hand written by the
Administrator, revealed, "...{Assistant Ambulance
Director)...called stated he had given employee
involved in the incident with pt {patient) on
G-Wing some thinking time. Then.. (Assistant
Ambulance Director)...would call...
(employee),..back in and go from there..."

Interview with the Director of Nursing (DON) on
July 11, 2012, at 8:45 a.m., in the DON Qffice,
confirmed if the ambulance personnal had been a
facility employee the employee would have been
removed from the situation immediately and the
DON stated would expect the nurse whe
witnessed the alleged abuse to intervene,

F223
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F 223 | Continued From page 11 . F223
separate, and nolify the DON or Administrator.

Interview with the Rehabilitation Techrician #1 on
July 11,2012, at 9:23 a.m,, in the Speech Offics,
confirmed the Technician was in the Speech
Therapy Office, with the door closed,
(approximately fiftean faet from the nurses
station), and heard a male state loudly o July 19,
2012, at approximately 9:20 a.rm., "don't spit on
me, Il put a bag on your head", then opened the
office door and witnessed the ambulance
personnel #1 and LPN #3 with the resident: and
reported the situation to the Rehab Supervisor.
Centinued Interview at this time revealed .
Rehabiliatation Technician #1 witnessed the
ambulance personnel #1 at the facllity exit and
heard ambulance personnel #1 state. " dan't care
about the diagnosis I'm not going ta be spit on."

Interview with the Rehabllitation Supervisor on
July 11, 2012, at 9:35 a.m., in the Speech Office, )
confirmed an July 10, 2012, Rehabilitation -
Technician #1 reported the ambulance personnel
#1 loudly stated to resident #11, "dont spit on me,
Cll put a bag on your head.™ Further interview with
the Rehabilitation Supervisor confirmed the
employees recejve abuse training on hire,
annhually, as needed and are instructed to make
sure the resident is safe, stop the abuse, remove
the resident from the situation, and report to &
supervisor immediately,

interview with the Staff Development Direcior
(responsible for staff abuse In-services) on July
11,2012, at 8:40 a.m., in the staff development
office, confirmed the employees are instructed to
separate the resident from the aggressar, and
maintain safety when abuse is withessed.

FORM CMS-2567(02-69) Pravious Versigns Obsoloty Evonl ID:G7YL11 Fatility (D: TN7 102 If continuation sheet Paga 12 of 31

%}2 Luilon QW WA /50 /i



Tl 30 2012 4o 04PN Masters Healthcare Center ' = -No, 8§44

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

1._._P. 18 i ————————
PRINTED: D7M7/2012
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DERGIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF C:ORREGTION IDENTIFICATION NUMBER;

(¥2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

0711212012

445136

NAME GF PROWVIDER OR SUPPLIER

KINDRED MURSING AND REHABILITATION-MASYERS’

SYREET ADDRESS, CITY. STATE, ZIP GODE
278 DRY VALLEY RD

ALGOOD, TN 38501

£%4) 1D
PREFiX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN GF CORREGTION *5)
PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

DEFICIENCY)

F 223

Contnued From page 12

Interview with the G-Hall Unit Manager on July
11, 2012, at 9;49 a.m., in the staff development
office, confirmed the staff had been instructed to
get the resident to safety, get the residents out of
the situation, and report the abusive situation to
someone with authority.

Interview with the Administrator on July 11, 2012,
at 10:30 a.m., in the Administrator's Office,
confimed the staff had been instructed during
in-services on abuse to always get the resident to
safety, stay with the resident, and repott the
situation fo a supervisor im mediately.

Interview with LPN #3 on July 11, 2012, at 9:08
a.m., in the DON Qffice, confirmed during the
facility's abuse training, instructions had been
given ta remove the resident from immediate
danger and stop the abuse. Continued interview
with LPN #3 confirmed had the ambutarice -
personnel been facility employees the resident
would have been removed from the situation and
the resident would not have been left unatiended
with the aliedged abuser. PN #3 stated, "unsure
baundaries with ambulance personne. { feel like
it was inappropriate and verbal abuse, | feel the
mask and pushing the residents hands were
physical abuse, | was shocked."

The immediate Jeopardy was effective from July
10, 2012, through July 11, 2012, and was
removed on July 12, 2012, An acceptable
Allegation of Compliance, which removed the
immediacy of the Jeapardy, was received and
corrective actions were validated on-site by the
survey team on July 12, 2012, through review of
facility documents and staff interviews. The

F 223
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survey team verified the allegation of compliance
by:

1) Verifying resident #11 had been assessed by
nursing staff upon retum from the emergency
room; Social Service conducted a follow up
psychesocial assessment on July 11, 204 2, and
July 12, 2012,

2) Verifying no other incidents of inappropriate
behavior or zllegations of abuse by non-staff had
been reported or noted since [ast su fvey.

3) Verifying the revision to the facility's pelicy -
titled, Abuse Prohibition, with an effective dats
July 12, 2012, and the facility's addendum to the
Abuse Prohibition policy, individualized the term
visitor to clarify to staff alf visitors both personal
and professional in function, to include but not
lirmited to; 1) emergency medical technitians; 2)
paramedics; 3) radiclogical technicians: 4)
laboratory technicians; 5) physicians; 6) nurse
practitioners; 7) clergy; 8) attorneys; and 9) legal
representatives.

4) Verification by the survey team on July 12,
2012, ensured by interviews with muttidisciplinary
staff, and review of in-service logs confirmed the
staff received information regarding the facility's
Abuse Prohibition revigion including the ferm
visitar including but not limited to; 1) Emergency
medical technicians; 2) paramedics; 3)
radiological technigians; 4) laboratory technicians;
5) physicians; 6) nurse practitioners; 7) clergy; 8)
atterneys; and 9) legal representatives. Staff
interviews confirmed sound knowledge of the
facility's expectations regarding the term visitors,
and fo protect the resident from ahuse.

F 223
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F 223 Continued From page 14 F223 allegation of rompliance,
] i . Preparavion andvor execution of this plan of correction
Non-Compliance continues at a "D* level for does not consilute admission or agreement by the
monitoring corrective actions through the facility's provider of the rusth of the facts alisged or conctustons
Quality Assurance/Performance Improvement. 2etforth in the statemiont of deficiencies, The plan of
The facility is required to submit a Plan of 8 romuivad oy oo ondlor gxscuted solely becunse
Corredti req It s required by the provisions of federal and stats Imw.
: Qrrecfion,
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
SS_=J ABUSE/NEGLECT, ETC POLICIES | 8372012
The facility must develop and implement written -; £26 o
pelicies and procedures that prohibit e o .
mistreatment, neglect, and abuse of residents The facility does have “dl has fmplsmented
and misappropriation of resident prope writtén policies and pro that prohibit
ppTop property. mistrcatment, neglect, and abuse of residents and
' misapproptiation of resident property,
; , \ Nursing staff assessed resident #11 upon return
IT)'I’]IS REQUIREMENT s not met as evidenced from treatment in the emergeacy room for a head
Y. . wound suffered in a fall the morning of the event,
Based on medical record review, abservation, July 10, 2012, Secial Services conducted follow-
review of facility investigation, facility policy up psychosocial assessment on July 11,2012 and
review, Ambulance Service Complete Report, on July 12, 201 and noted no negative outoames
personnel files, and interview, the faciltty failed to apparent “".ﬁi"‘e ideniified resident. Cars Plan
prevent abuse for one resident (#11), failed to mﬁgﬁ Ell adﬁ’!?"’;gl %@mﬁ:’g&f o
implement the facility Abuse Policy, and failed to o Gcared, &
check the abuse registry for one employee of five Directar of Nursing Services has reviewed event
'« employee files reviewed, reports from the laar 60 days and no other
. incidénts of inappropriate behavior or allegations
The facility's failure placed resident #1 1,in of abuse by non - staff hes been neithex veported
Immediate Jeopardy (situation in which z nor noted in moming ¢linical rounds.
provider's noncompiliance with one or more On July 10, 2012 the facility Execuiive Director
requirements of participation has caused, or is m‘d@ c;}h;Asg:swnuzmwai;ofEmag?cy
likely to cause serious injury, harm. impai 1681 SETV10ES 0 report the surveyor's
or dzath) s@ serio Jury, harm, impairment, concerns that EMS staff had been rude towards
' the resident #11, The Assistant Director of
. . . Medical Servi d the Statc
The Administrator and the Director of Nursing Iing??nzcgirectc)lrmmpmzs; confmgam the
(DON) were notified of the Immediate Jeopardy Facility and discussing the eveat with the
on July 11, 2012, at 2:12 p.m., in the surveyer, The Facility Execurive Director
Administrator's Office. submitted a written Tequest to the Assistant
Divector of Emergency Medical Services that
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The lImmediate Jeopardy constitutes _ FPreparation and/or execution of thix pleot of correstlon
Substandard Quality of Care and was effective does not constttute admission or agreement by the
July 10, 2012, through July 11, 2012, An prfﬁvifemrofgaermh aﬂ&s){:g}; d]egedo;’l cm:;bx.ri}m
: : : 12 in ine sratement o, ciencigs, The plan o
acoema;lti A{Iegatrsp of CfO m pl_lance;dwhlch correction it prepared andfor executed solsty because
remaved the Immediacy of the Jeopardy, was V¥ is required By the provisfons of federal and state lpw,
received and corrective actions validated on-sife
by the survey team on July 12, 2012, EMS #] and EMS$ #2 not bc schaduled to pecform
, any trenspost of facility residents until an
The findings included: investigation was ¢ompleted and corrective action
implemented. The Assistant Director of
Resident #11 was admilted o the facility on June Bmergency Medical Servioes is requiring EMS #1
14, 2010, with diagnoses of Alzheimer's end BMS #2 completo an in-secvice program on
Dementia, Depression, Agitation, and Behavioral how to handle patients with Dementia /
Disturbances Ahelmer's Diseasoby _________ The
' clinice] management staff (DNS/ADNS/SD
. , . will assist with waining of Emergency Medical
Medical record review of the Minimum Data Set Services staff on Miﬁg with ﬁ p:gmt with
(MDS} dated April 30, 2032, {quarterly demenlis, on request and 43 nesded. On July
assessment), revealed the resident had short and 10.2012 the facility Exceutive Director notified
long term memary problems, was severely the facility Medical Directoy, who is also
impaired for daily decision making, and had Residents #1) artending physician, of the event
physicat behaviors toward others occurring four to and the surveyor's cancews. The facility Director
six days but less than daily. of Nursing cafled the hospital emergency
department to request the nurges exsamine face,
. , . hands, and arms of Resident #11 for any gigns of
Medical record review of the Care Plan initiated PP Y
Sllads . Th reported
May 2, 2012, revealed, "...combative, hifs, grabs 1‘:‘3:’;{  FmeTgency room murse Hlone
staff, easlly upset, behaviors sometimes present On July 12 the facility Exccutive Divector
sometimes not,. .monitor for hitfing, seratching notified the City Chicf of Police of the incident
and verba| aggression..." tmd 2 rcport was completed,
The facility Executive Director amended the
Review of the facility's Abuse Policy dated May contract with the County Emergency Medical
15, 2003, revealed, "Compliance m}g? include a mﬂﬁfn =~ “all ﬁ*;lﬁ;smy
Guidelines...Proibitions on abuse apply to facility he8_ Dervices persomel will weas all o
staff, other residents, consultants, or volunteers, F““]‘e;[,y, S,F:t'z“dts‘l ’“‘! denty with dlg?)’wma“d
staff of other agencies serving the resident, family g} e addendim was signed by the
. . ity Executive Directar and Aasistant Director
members or legal guardians, friends, and other of Emergency Services on July 30, 2012,
individuals...Alleged Physical Abuse.. Diffuse the Each vendor/contractor signs & “Code of
situation, and remove the aggresser from all Conduct Surrnary” scknowlodgement in which
resident contact...if the resident could have an they acknowledge they will abide by el related
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injury as a result of the alleged abuse, stabilize
the resident's condition..."

Observation on July 10, 2012, at 7:35 a.m., in the
G-Hall dining room, revealed resident #11 fying
on the fipor and the facility staff providing first aid
to a laceration (o back of the head. Further
observation at this time revealed the resident
cooperating with staff,

Observation on July 10, 2012, at 7:55 a.m., in the
G-Hall, revealed the resident in a Geri-chair being
wheeled down the hall and Certified Nurse
Assistant #2 holding pressure to the laceration,
Continued observation at this time revealed the
resident cooperating with staff,

Observation on July 10, 2012, at 8:30 a.m,, atthe
G-Wing Nurses Station, revealed resident #11
lying on the ambulance personnel's stretcher.
Continued obsarvation revealed ambylance
personnel #1 spoke [oudly to the resident stating,
"stap, quitit, | will put a bag over your head.”
Continued observation revezaled, ambulance
personne| #2 stated, "and...(ambulance
personnel #1}.,.will too.," Continued observation
revealed ambulance personnel #1 took an
oxyden mask with tubing attached to a port on the
mask approximately 2 centimeters in diameter
{the tubing is usually attached to an oxygen tank
in order to provide oxygen); removed the tubing
by farcefully pulling at the tubing and placed the
mask forcefully on the resident's face. Continued
observation revealed the resident grabbed at the
mask, Continued ohservation revealed
ambulance personnel #1 slapped the resident's
hands and ambulance personnal #2 grabbed the

resident’s hands, and placed the hands under the J

FPreparajion and/or execution of this plan of correction
does not constitute admission or agreement by the
pravider of the iruth of the facts elfeged or cenclusions
séx Jorth In the simement of deficiencles, The plan of
correciion is prepared and/or executed solely becawse
It Is required by the provisions of federal and stare law.

federal and state laws/regulations and corporate
[ policy and procedures such as resident rights,
abuse prehibition, etc, while doing business with
and for in the Facility, The Assistsnt Director of
Emergency Medical Services re-signed the “Code
of Conduer Acknowledgement* on July 30, 2012,
On July 11, 2012 the Facility"s policics and
procedures for sbuse and neglect prevention were
reviewed and an addendum/ revision lacluded ro
: ¢larify the term visitors to encompass those of a
1 professional natre to include but not limited to
"EMTs, paramedics, radiologicat technicians,
'laboratory technicians, physician, clergy, legal
representatives.

Distriet Director of Clinical Operations
conducted in-service training with
facility/contract management staff on July 11,
2012 eon the Facility abuse policy and procedure
clarification on the term visitors include all
persons entering the facility to sccfvisit a
residents includes those of a professional namre,
Facility and contract manegers began in-services
with their staff beginning on the aftemoon of Tuly
11, 2012 and convining s staff reported for dury
the cvening of July 11, 2012, the morming,

aftemoon and evening of Tuly 12, 2012. Any staff
Jeontract employes who has not received the in-
service paining by close of business an Jnly 12,
2012 i.¢, emmployees on vacation, LOA, PRN
staft, will receive the in-service on their next
schedule day prior to assurning their duties on the
tloar. As of July 11, 2012 all newly hired staff
when they receive their abuse training will ©
include the revised/addendum policy & procedure
information. Additional in-services to reinforce

l
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cloth strap on the stretcher. Contin ued Preparation andfor execurion of this plan of correction
observation revealed Licensed Practical Nurse does not constitute admission or agreement by the
(L.PN) #3 did not intervene verbally or in any way pravider of tha eruth of the facts alleged or conclusions
after the oxygen mask (without being attached to “g‘;;ﬂ‘oi' i‘:‘; r’g‘:ﬁ:’:”aﬁiﬁﬁ;‘- 5;:;1;2"" of
- Fos} 5D canse
oxygen source) was forcefully applied and the irIs regiired by the provisions of federal and stafe law.
resident's hands were slapped by ambulance
personnel #1. L PN #3 provided resident transfer the facilities’ abuse policy and procedure was
paperwork to ambulance personnel #2 and both conducted on 7/19/12, 720412 7121112, 7/22/12,
ambulance personnel rofled the sfreteher down 7/23/12, 7124112 and 712513,
the hall toward the exit. Facility Performance Improvement Committee
(Direct_or of Nursing, Asgist Dircctor of Nutsing,
Observation on July 10, 2012, at 8:32 a.m,, at the Executive Direstor, Case Manager, Business
G-Hall exit door, revealed the resident on a Office Manager, Admissions Coordinator,
gurney with both ambulance personnel with the Maintenancs Supervisor, Account Manager,
. . . Infeotion Control Nurse, Diedclen, Medical
resident. Interview with ambulance personnel #1 Director, Activities, and MDS Coordimstor)
firned ambulance personnel #1 had been > e, o T
con ; . ’ verbally approved the addendum 5o the Pacility’s
aware of the resident's diagnoses of Alzhsimer's abuge policy ar the in-service conducted with
Dementia and stated, "That does not mean...does management staff on July 11, 2012,
not understand and I'm still not going to be spit The Committee will meet on Friday Juiy 13,
on.” Continued observation revealed resident 2012 to roview status of in-service education and
#11 was removed from the facility by ambulance plan for full pacticipation and expected date of
personnel #1 and #2 without any facility staff full completion. , .
intervention. The DNS/ADNS during weekday morning
clinical ronnds when reviewing event reports and
. . ; 24 hovr oursing reports will monitor for any
gh\?ugwatron on July_10. 2012, at 8:35 a.m,, in the ovidenco/documentation of inappropriate
-Wing Nurses Stafion, revealed LPN #3 on the : - i
i X behavior by non-gtaft 10 ensure all appropriate
telephone E.'."d stated after hanglr]g up the aetions per Facility's revised abuse policy and
telepljone, I have to go tell my Director of Nurses proceihives had bean veported and followed.
what just happened.” The Commibtee will meet weekly on this issue
to review status until 100% completion achieved
Review of the facility investigation dated July 10, The DNS will continue 1o present to the
2012, hand written by LPN #3, revealed, " Facility Performance Improvement Conumittee
(ambuiance personnel #1)...stafed to resident ?“g 5‘;‘ '“:ﬁ"?a"U‘;Ef”:%aé’c““?tgfuﬁbm thar
. ] . . mcludes 2 review of compli wi c
‘what did | teli you ?bout that you spit gnd I will facility's P&P on Abuse Provention &
cover your face up.”...(LPN #3)...explained fo... iwakh iew, disenssi
- Investigation for review, diseussion and
(ambulance persornel #2)...that resident had recommendations, if indicated
Aizheimer's Dementia et (and) that... '
(resident)...spits a lot....(ambulance personnel The Tennessee Abuse Registry check wag
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#2)...then said to...(LPN #3)..." don't care what..,
(resident)...has...{resident)...is not and will nat be
spitting on us” as...(ambulance personnel
#1)...was working with pt (patient) trying to put
oxygen mask on resident, resident was resisting
not wanting face mask on face et...(ambulance
personnel #1),..slapped et grabbed at residents
hand et pushed face mask down oh residents
face et said if... (resident)...kept on...(ambulance
personnel #1)... would cover...{resident)...head
up...(LPN #3)...then explained again that...
(resident)...was not criented that...(resident)...was
very confused,..(LPN #3)...was picking up phone
to call supervisor ambulance service was rolling
resident via (by way of) gumney.

Review of the facility investigation dated July 10,
2012, hand written by Rehabilitation Technician
#1, revealed, "...(Rehabilitation Technician
#1)...was in the speech office and over heard a
male voice state "don't spit, | will put a bag over
your head if you spit on me” immediately came
out of office to see what was going on.. saw a
nurse at the desk and the ambulance service with
a patient on the stretcher. One of the ambulance
attendents was a male so...(Rehzbilitation
Technician #1)...assumed..(ambulance personnel
#1)...was the one who said that, Patient was with
nursing so...(Rehabilitation Technician #4 )--wenf
and notified my supervisor of the incident..."

Review of facility investigation dated July 10,
2012, hand written by the Ad ministrator, revealed,
"...Head of Ambulance Service notified came to
facility took complete report of what happened..."

Review of the facility investigation dated July 10,
2012, &t 10:15 a.m., hand written by the

does nof constitute admisston or agreensent by the
Dbrovider of the truth of the faews alleged or conolusions
ses forth tn the statement of dzficiencics. The plan of
correction it prepared andfor exsvuted solely bocause
it s required by the provisions of federol and stats fgw,

completed en CNA #1 on 7/12/12 and no
hegative findings weranoted. All coment
employess Kroll backgrounds have been chesk
for the TN abuse registry verification,

The fecility has implemented a spreadsheet 1o
verify that when we receive the Kroll hackground
check back before hiring the employes that we
check off that Kroll did verify the TN abuse
Tegistry before we go forward with hiring the
employee, The Payroll Benefit Coordinator will
Teview new hire petsonnel files on or before tho
hire dare to ensure the Tennessee Abuse Registry
check and documentazion aré on file.

The Business Office Manager will report
camplismee with Abuse Registry chocks during
the Facility’s regular monthly Performance
Improvement Committee meetings and discuss
any issues and recommendaions, if indicated.

Preparation andlor execution of this plim of correction
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Administrator, revealed, "...called...(Assjstant
Ambulance Director)...came...stated he would go
back do...(Assistant Ambulance
Director)...investigation and call...
(Administrator)...back...”

Review of the facility investigation dated Juty 10,
2012, at 2:50 p.m., hand written by the
Administrator, revealed, "...(Assistant Ambulancs
Director)...called stated he had given employee
involved in the incident with pt (palient) on
G-Wing some thinking time. Then...{Assistant
Ambufance Director)...would call...
(employee)...back in and go from there.,.

Review of the Medlical Necessity Information
{provided to ambulanca personnel at time of
transpartation) dated July 10, 2012, revealed
"...decreased mental status, Alzheimer's
Disease..."

Review of the Ambulance Service Complete
Report dated July 10, 2012, revealed, "...
Dispatch Priority: Urgent...Response Mode To
Scene: No Lights or Sirens...Arrived at Scene;
7-10-2012 B:18...Arrived Patient: 7-10-2012
8:20...Transferred: 7-10-2012 8:30...Left Scene:
7-10-2012 8:32...Arrived Dest 7-10-2012

8:44... Airway Breathing Condition: patent
Respiration: normal...Mental status: alert,
confused...attered mental status normal for this
patient._.7/10/2012 8;31...Protective Equipment
Used: (not Applicable}...Suspected Contact With
Body Fluids: {none listed)...Past Medical
History:...Alzheimer’s Disease,

Dementia... Present History: .. Staff states PT
(patient) has HX {history) of being combative and
spits, bites and hits...transported no lights or

F 226
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sirens,..”

Interview with the Director of Nursing (DON) on
July 11, 2012, at 8:45 a.m., in the DON Office,
confirmed if the ambulance personnel had been a
facilty employee the employse would have been
removed from the situation immediately and the
DON stated would expect the nurse who
withessed the alleged abuse to intervene,
separate, and notify the DON or Administrator.

Interview with the Rehabilitation Taghnician #1 on
July 11, 2012, at 9:23 a.m., in the Speech Office,
confirmed the Technician was in the Speech
Therapy Office, with the door closed, ’
{(approximately fifteen feet from the nurses
station), and heard a male state loudiy on July 10,
2012, at approximately 9:20 a.m,, "don't Spit on
me, Il put a bag on your head", then opened the
office door and witnessed the ambulance
personnel #1 and LPN #3 with the resident: and
reported the situation to the Rehab Supervisor.
Continued interview at this time revealed
Rehabiliatation Technician #1 witnessed the
ambulance personrel #1 at the facility exit and
heard ambulance personnel #1 state, "l don't care
about the diagnosis I'm not going to be spit on."

Interview with the Rehabilitation Supervisor on
July 11, 2012, at 9:35 a.m,, in the Speech Offics,
confimied on July 10, 2012, Rehabilitation
Technician #1 reported the ambulance personnel
#1 loudly stated to rosident #1 1, "dont spit on me,
Pl put & bag on your head." Further intsrview with
the Rehabilitation Supervisor confirmed the
employees recaive abuse training on hire,
annually, as needed and are instructed to make
sure the resident is safe, stop the abuse, remove

F 226
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the resident from the situation, and reportto a
supervisor immediately,

Interview with the Staff Development Director
(responsible for staff abuse in-services) on July
11, 2012, at 9:40 a.m., in the staff development
office, confirmmed the employees are instructed to
separate the resident from the aggressor, and
mainfain safety when abuse is witnessed.

Interview with the G-Hall Unit Manager on July
11, 2012, at 9:49 a.m., in the staff development
office, confirmed the staff had been instructed to
get the resident to safety, get the residents out of
the situation, and report the abusive situation to
someone with authority.

Interview with the Administratar on July 11, 2012,
at 10:30 a.m., in the Administratar's Office,
confirmed the staff had been instructed during
in-services on abuse to always get the resident to
safely, stay with the resident, and teport the
situation to a supervisor immediately,

Interview with LPN #3 on July 11, 2012, at 9:09
a.m., in the DON Office, confirmed during the
facility's abuse fraining, instructions had been
given to remove the resident from immediate
danger and stop the abuse. Continuad interview
with LPN #3 confirmed had the ambulance
personne} been facility employees the resident
would have been removed from the situation and
the resident would rot have been left unattended
with the alledged abuser. LPN #3 stated, "unsure
boundaries with ambulance personnel. |{ee] fike
it was inappropriate and verbal abuse, | fee| the
mask and pushing the residents hands were
physical abuse, | was shocked." )

F 226
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Review of Cerlified Nurse Assistants (CNA) #1's
eimployee file hired May 8, 2012, currently
ermployed at the facility and providing resident
care, revealed the Tennessee Abuse Registry
had not been checked,

Interview with the Business Office Manager on
July 12, 2012, at 4:15 a.m., in the front office,
confirmed the facility failed to check the
Tennessee Abuse Registry for CNA #1.

The Immediate Jeapardy was effective from July
10, 2012, through July 11, 2012, and was
removed on July 12, 2012, An acceptable
Allegation of Compliance, which removed the
immediacy of the Jeopardy, was received and
cormective actions were validated on-site by the
survey team on July 12, 2012, through review of
facility documents and staff interviews. The
survey team verified the allegation of compliance
by:

1) Verifying resident #11 had been assessed by
nursing staff upon return from the emergency
room; Social Service conducted a follow up
psychosccial assessment on July 11, 2012, and
July 12, 2012, -

2) Verifying no other incidents of inappropriate
behavior or allegations of abuse by non-staff had
been reported or noted since last survey.

3) Verifying the revision to the facility's palicy
titled, Abuse Prohibition, with zn effective date
July 12, 2012, and the facility’s addendum to the
Abuse Prohibition policy, individualized the term
visitor to clarify to staff all visitors both personal
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and professional in function, to include but not
limited to; 1) emergency medical fechnicians; 2)
paramedics; 3) radiological technicians; 4)
laboralory technicians; 5) physicians; 8) nurse
practitioners; 7) clergy; 8) attorneys; and 9) legal
representatives.

4) Verification by the survey team on July 12,
2012, ensured by interviews with multidisciplinary
staff, and review of in-service logs confirmed the
staff received information regarding the faciiity's
Abuse Prohibition revision including the term
visitor including but not limited to; 1) emergency
medical technicians; 2) paramedics; 3)
radiclogical technicians; 4} laboratory technicians;
S5} physicians; 6) nurse practitioners; 7) clergy; 8)
attorneys; and 9) lega! representatives. Staff
interviews confirmed sound knowledge of the
faclllty's expectations regarding the term visitars,
and fo protect the resident from abuse,

Non-Compliance continues at a "D" level for
monitoring carrective actions through the facility's

Quality Assurance!Perforrnance [mproverment. | Thir Plan of Correction ix the center’s credible
The facilify is required to submit a Plan of allegation of complianze,
Coirection.
ﬁ'mpmrfm andfor égﬂdm of this plan of correction
r - ﬁ i
Refer to F-223 - the resident r}as the right to be pﬁﬁgﬁm oﬁiﬁ;ﬁ’;’;ﬂ;ﬁ.}“ﬁf’fm‘ﬁm
free from verbal, sexual, physical, and mental sel forth in the statement of deficiencies, The plan of
abuse, corporal punishment, and involuntary correction is prepared andior executed solely becayse
seclusion, it s required by the provislons of federal and state faw, .
F 4311 483.80(b), {d), (e} DRUG RECORDS, F 431 T ’ 832012
58=D | LABEL/STORE DRUGS & BIOLOGICALS F431 .
It s the practice of this facility to employ or
The facility must employ or obtain the services of °b“:b“|‘. ﬂ;"‘ SEIVICES °f§ Licensed pharmacist who
a licensed pharmacist who establishes a system establishes a system of records of receipt and

of records of receipt and dispasition of all
controlled drugs in sufficient detail to enable an

FORMM CMS-2567(02-88) Previous Versigng Obsolete Event [D:BYYL11 Facility I, TN7402 If continuation shest Page 24 of 31

%‘W Q) wia | "7/36)/,1/




el 300 2012 4 08PMTTTMasters Healthcare Center—

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

o, B P, e
PRINTED: 07/1712012

FORM APPRCVED

OMB NO. 0938-0391

KINDRED NURSING AND REHABILITATION-MASTERS

278 DRY VALLEY RD
ALGODD, TN 38501

STATEMENT OF DEFCIENGIES (1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEDR
A BUILDING
445136 B. WiNG 07/1212012
NAME OF PROVIDER OR SUIPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and pericdically
reconciled.

Drugs and biologicals used in the fagility must be
labeled in accordance with currently accepted
professional prineiples, and include the
appropriate accessory and caufionary
instruclions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
lecked compartments under proper temperature
contrgls, and permit only autharzed persennel fo
have access fo the keys.

The facility must provide separately locked,
permsanently affixed companments for storage of
controlled drugs listed in Scheduls I[ of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by: ,
Based on medical record review, observation,
and interview the facility failed to ensure expired
intravenous (IV) solution and supplies were
discarded in a timely manner, and ensure safe
medication storage for one resident (#3) of forty
resident’s reviewed,

Preparaion and/or execution of thit plan af correction
does not constiture admisston or agreement by the
provider of the truth of the facts allsged or conchisions
set forch in the statement of deficiencies. The plan of
cortaction iv prepared and/or executed solely because
it it requirad by the provisions of federal ond state law.

disposition of a1l controlled drugs in sufficient
dexails to enable an accurate reconeiliation; and
determines that drug records are in order and that
an account of all controllad drags is maintained
and periodically reconeiled,

Tnspection of 4l medication raoms, treatmnent
rooms and central supply avea was completed en
7/13/12 by the DNS, ADNS and RN supervisors.
No additional cxpired medications or
medical/nurging supplies were located.

To ensure that the deficient practice does not
recur. Yn-gervice with licensed nurses on drug
grorage/medication rooms will completed by
7/25/12 by DNS/ADNS/SDC. In-services are
scheduled for /19712, 7/20/12, 7/21/12, 7/22/12,
7123112, 7/24112 and 7/25/12.

Charge nurses will routinely check the

‘medication room storage areas on or about the

last dsy of each month and remove any expived
biologicals and/or medical supplies. The
DNS/ADNS andfor RN supervisor will conduct
spot sudits of each medication room on the first
work day of cach month w ensure compliance.
Pharmacy congult will also conduct spat andiv of
on¢ medication room each monthly visit and

- include finding in his report to the DNS/ADNS.

The regults of the audits will be presented by the
DNS/ADNS at the facility’s monthly
performance inproverent committes meeting for
review and discusaion with recomméndations if
indicared.

Resident # 3 was re-assessed for self
administration of medication on 7/11/12. Resident
has been evaluared and gpproved by the

(X4 ID SUMMARY STATEMENT OF GEFICIENGIES D PROVIDER'S PLAN CF CORRECTION (x5
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REBULATORY QR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPRQPRIATE | DRTE
DEFICIENGY) :
. This Flan of Correction &5 the center's credible
F 431 | Continved From page 24 F 431| allegarion of complianse.
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Thiy Plon of Correction ix the center's credible
F 431 | Conlinued From page 25 F 431| ailegarton of compliance.
. . ' . Preparation and/or execution of this plan of correcdon
The findings included: doey not constinug admission or agreement by the
. provider of the muh of the facis alleged or conclusions
Ohbservation on July 12, 2012, at 8:25 a.m., of the sexforth in the statemant of deficlencles. The plan of
skilled wing medication room with Licensed cormecion Is prepared andlor execied solely because

o e
Practical Nurse (LPN) #1, revealed a 1000 m! Iels required by the provisions of federal and state I

{milliiter) bag of 10% (percent) Dextrose IV

int¢rdisplinary team ta be capable of s¢ct-up and

solution with an expiration date of April 2012. self administration of hishher breathing treatment,
Resident agreed to ler hurese keep medication in

Interview on July 12, 2012, at 8:25 a.m., with LPN medication cart and ask for it when needed. Care
#1, in the skilled wing medication room confirmed | . plan has been updated accordingly,
the IV fiuid had expired and should have been All residents with orders to self administer
discarded. - medicafions will be reviewed end re-assessed by

' DNS/nurse manager by 7/20/12. Re-assessment
Observation on July 12, 2012, at B:45 am., of the will determing continvation of self adminiswarion.

Appropriated orders and assessment forms will be
completed as needed and car¢ planned
Ta engure that the deficient pracrice does not

A/B wing medication room with LPN #2 revealed
three, 20 gauge |V catheters with expiration dates

of August 2010. recur, the licensed nurses will assess any resident
who requests self sdministration of medication,

Interview on July 12, 2012, at B:45 a.m., with LPN vomplete assessment forms, and notify the

#2 inthe A/B medication room confirmed the IV Interdisciplinary Care Plan Team for review,

supplies had expired and shoufd have been #pproval, appropriate physician orders, secure in«

discarded. room drug storage if indicated and care plan
update. Order will be writeen on Medication

Resident #3 was admitted to the facility on March Administration Record and the licensed nurse will

taonitor and document use of medication each
shift as indicated.
Charge murge will docoment this information on

17, 2008, with diagnoses including Chrotic
Obsfructive Pulmonary Disease, Fecal and Urine

Incontinence, Deconditioning, Large Hiatal the 24 hour report book in order fo the

Hernia, and Grade 1 Diastolic Dysfunction. : DNS/ADNS to follow-up and report in clinical
neeting ¢ach weekday moming.

Medical record review of the quarterly Minimum Eath residents’ continued ability to self

Data Set (MDS) dated June 8, 2012, revealed the administer any medication will bo reviewed and

resident usually understands and is usually documented by the Interdisciplinary Ceve Plan

understood by others. Team ar least quarterly and with any significant

change in resident's condition. The Care Plan /

Review of the Evaluation for Self-Administration MDS Coordinator will maintain & correat Jist o
icati . residents on self administration program end

of Medications assessment dated April 22, 2011, ort on status glong with any issues at the

revealed the resident "...Can administer inhalant facility’s monthly performance improvement
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F 431

Confinued From page 26

medications with proper pracedurs...” Continued
revisw revealed the interdisciplinary team had
approved the resident to self-administer inhalant
medications on-April 22, 2011,

Review of the physiéian‘s recapitulation orders
dated July 2012 revealed “...May self-administer
nebulizer treatments affer set up by nurse...”

Revigw of the resident's care plan dated October
28, 2011, and revised with a goal date of
September 5, 2012, revealed "...(resident name)
may administer nebulizer treatments once set up
and given to res (resident) by med {medication)
nurse per self. Knows how to turh on and off and
to return tubing...to bag after use...”

Qbservation in the resident's room on July 10,
2012, 3t 9:40 a.m., revealed the resident got out
of bed, took self to the bathroom, retumed to tha
bedside, removed a plastic, single dose nebulizer
ampuie from the night stand beside the bed,
broke the top off the ampule, and poured the
medication in the receptacle on the nebulizer
mask, Continued ohservation revealed the
resident placed the mask over the mouth and
nose, and secured the mask in place with the
elastic strap behind the head. Continued
observation revealed the resident turned on the
aerosol machine, and a fine mist began coming
from the nebulizer mask.

Observation and interview with the Licensed
Pracfical Nurse #4 on July 10, 2012, at 9:45a.m,,
in the hallway outside the resident's room
confirmed the resident had been assessed for
self-administration after nurse set-up.

F 431

This Plem of Correction is the cenler's eredible
alfegetion of complitmce.

Praparation mdfor execwtion of this plan of correction

. doer not constituts admussion or agreement by the

providér of the truth of the facts alleged or conclusions

. serforth in the statement of deficiencies. The plan of

correction i prepared and/or executed solely because
It §5 requirad by the provisions of federal and seats lnw:

mecting for discussion and recommendations, as
indicated,
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, This Plan of Correction is the center's credib
F 431 Conlinued From page 27 F 43| ategation af complianee. e e
O bservation with LPN #4 at this time, revealed
four single-dose medication ampules were found i’g’ﬁﬁ’;ﬁ‘:’ Execution of this plaoy ‘5;""’&’““""
. .. . s L adilssion or dpreament
in the resident's nightstand. Intsrview with LPN . provider of the truth of the facts alleged or Jmﬁsm
#< confirmed the medication should not have set jorth in the stasemgnt of deficiencies. The plan of
been stored in the resident's nightstand, correction I3 preparad andfor exsouted solely because
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 | b required by the provisions of federal cted atars ko,
$35=p | SPREAD, LINENS '
: E 441
" . Tt ic i3 facili ; ) 12
The facility must establish and maintain an s oy s fclity 10 estaiih md | 8320
tafection Control Program designed to provide a provide a safe, sanitary and m";‘}ﬂle gned o
safe, sanitary and comfortable environment and environment tg holp prevent the development and
o hgip prevent the development and transmisslon transmigsion of disease and infection.
of disease and infectian. fg:.blll.A. # 2 received counseling by the DNS on
cilities policy on use of gloves on 7/20/12 and
(a) Infection Control Program - recetved additional retraining on infection
The facility must establish an Infection Control prevention and glove use on 7/20/12.
Program under which it - br“'sﬁ”@“:ﬁt};;g‘h all acxsing staff will
i : : . © con y on infection control and
(1 )thg"fgsmt-'ﬁ;fes' canirols, and prevents infections 159 f loves b the DN, ADNS, andior SIC.
(2) Decides what procedures, such as isolation, 75%?5??%%}? o 71902, 7120112
. . s ) s 2, 7124/12 angd 7125/12.
should be applied to an individual resident: and The SDC will continue 10 include in nursing
(3) Maintains a record of incidents and corrective orientation Infection Prevention Practices
actions related 1o infections. including nse of gloves.
DNS/ADNS/SDC and RN supervisors will
(b} Preventing Spread of Infection make rounds 3-5 times & week on esch shift to
(1) When the infection Contra) Program Donitor and ensure nursing staff are nsing gloves
determines that a resident needs isolation to In sccordance with the fucility’s Infection
prevent the spread of infection, the facility must 1]:“"“‘.“"“ policiés. Nursing staff ahserved not
isolate the resident. d?;]?“;"g policy on use of gloves will have
(2) The facility must prohibit employees with a Dﬁ;‘}%ﬁ;{‘;’; e outby the
- . ) - " + OF NUIYINg managers,
communicable diseasa or infected skin lzsions These rounds by DNS/ADNS/ SDC and/or RN
frprn direct contact with residents or their food, if supervisors will continue weekly X 4 weeks or
direct contact will ransmit the disease. until substantial compliance achieved and then
{3} The facility must require staff to wash their Infection Prevention rounds will/are conduered
hands after each direct resident contact for which monthly by the facility fafection Preventionist
hand washing is indicated by accepted warse.
professional pragtice. Results of the weekly audits snd monthly
Infeciion Prevention rounds will be reported
FORM CMS-2587(02-25) Previowus Versions Obsclele Event ID:GTYL11 Facility ID: TN7102 If continuation sheet Page 28 of 31
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] - This Blan of Correciion is the cenier’s eredib)
F 441 | Contnued From page 28 F 441 atlegation q{fcompﬁam ¢
{c) Linens
Preparation andfor execution of this plan of correciion
Personnel must handle, store, process and does not eanstituts admission or agreement by the
transport linens so as to prevent the spread of provider of the tuth of the fuets allsged or conchusions
infaction, set forth in the statement of defloiencies, The plan of
correction is prepared andlor executad solely becouse
it is required by the provisions of federal and state low.
This REQUIREMENT is not met as evidénced to the facility performance improvement
by cggm?te& (D:rect.or of_Nursmg. Asgist Direcror
Based on observatian, facilfty pollcy review, and of Nursing, Executive Director, Case Manager,
interview, the facility failed to follow the facility Busincss Office Mansger, Admissions
intenview, the facility failed to follow the facility's Coordinator, Maintenance Supervisor, Account
infection control practices for use of appropriate Manager, Infection Control Nurse, Dietician,
personal profective equipment for ang resident Moedical Director, Activities, and MDS
{#11) and cleaning the blood glucose monitor for Coordinator) by the Infection Preventiomist nurse
one of five blood glucose monitors. monthly for review, discussion and
recommendations, if indicated.
The findings included:
LPN # 3 has been counszled by the DNS on
Observation in the G-Hallway on July 10, 2012, at praceture when cleaning glucose machine
7:55 3.m., revealed Certified Nurse Assistant gnet;vcm ﬁdﬁ",’;ﬂgﬁmﬁﬁf v:fibd:lﬂlfea
(CNA) #2 holding pressure with a gauze sponge SDCCtonsm'.-’l Lo e on ©
fo a resident's bleeding head laceration without In-service with ;-,m Licensed nurses will be
the use of gloves. condnered by 7/26/12 with documentation of
' N . ] retomn demonstration, In-services are schoduled
Review of facility policy, Work Practices: Personal for 719712, 7720012, TR1/12, 7022112, 7123112,
Protective Equipment (PPE), revisad April 28, 7124112 and 7/25/12. The SDC will continue to
2019, revesled, "...gloves are wom when contact include in nursing orieatation Infection
with blaod...” Prevention Practices including cleaning of
. glucometers,
Interview with CNA #2 on July 10, 2012, at the DNS/ADNS/SDC and RN supervisors will
time of the observation, revealed glovas are to be Eﬁﬂﬂs :n‘; mm m"mf':f; 9]“.&;"
W“fg Wh%" tlhere IS contactt with bl?'mj ?]n? di glucormeters in accordance with the facility’s
contirmed gloves were not worm wien nolding Infection Prevention policies. Nursing staff
pressure to a bleeding laceration. abserved not following policy on cleaning
. ) _ _ glucometers will have disciplinary action carded
Interview with the Director of Nursing (DCN) on- out by the DNS/ADNS/SDC or nussing
July 10, 2012, at 2:00 p.m., in the Administrafor's mena
Office, confirmed gloves are to be worn when Theserounds by DNS/ADNS/ 8DC and/or RN
FGRM CMS-2567(02-98) Pravioun Veraions Obsolele Event ID:G7YL11 Facility 1D: TN7102 If conlinuation shoet Page 29 of 31
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This Plan of Correction Is the centor’s eredible
F 441 | Confinued From page 29 F 441 atlegarion of compliance.
failed to follow the policy and procedure for PPE. doey not consiltde admission or agresment by fhe
provider ?f the truth of the facts qllsgea' or conclisions
Observation in the G-Hallway on July 10, 2012, at iii{‘;;"m‘: :’; ;‘;z?‘f"a; gfﬁiﬁiﬂggf i‘:‘;:{ ,
11:48 am., and 12:00.p.m., revealed Licensed it 55 required by the provisions of federol and state Jaw.
Practical Nurse (LPN) #3 cleaned the blood
glucose monitar wiping only the top of the supervisors will continue weskly X 4 weeks or
monitor. Continued observation revealed the test uniil substantial compliance achicved and then -
strip holder that came in contact with the blood Infection Prevention rounds will/are conducted
had not been cleaned. monthly by the facility Infection Preventionist
nurse.
Review of facility policy, Sure Step Flexx Blood Results of the weekly audis and monthly
Glucose Monitoring System Calibration and ;‘f‘*f‘;‘;‘;’l“ Prevention rounds will be reported o
Cleaning, revised October 31, 2010, revealed, e "yp?rfmmm. provement commttes
v _clean the outside of the meter...in-betwean by the Infection Preventionist murse monthly for
e':'?.ich resident..” review, discussion and recommendations, if
” _indicated.
Interview on July 10, 2012, at 12:00 p.m., with
LPN #3, at the time of the observation, confirmed
the meter had not been cleaned per facility policy
and procedurs.
Interview on July 10, 2012, at 2:00 p.m., with the
DON, in the Administrator's Office, confirrned the
outside of the blood glucose monitor was to be
cleaned with a 10% {(parcent) bleach solution
moistened wipes in-between each rasident and
the facility had failed to follow policy and
procedure for cleaning the blood glucose monitor.
F 483 | 483.70(f) RESIDENT CALL SYSTEM - F463| F463 £/3/2012
§5=p | ROOMS/TOILET/BATH The facility’s nurse stations are oquipped to
] receive resident call through a communication
The nurses' station must be equipped to receive A ﬁgmi?:dm rooms, and toilet and
resident calls through a communication system o .
. . . N The call light for Resident #252 was replaced
fror-ll'g resident rooms; and foilet and bathing during the Survey es soon &6 {t was identified as
facilities. inoperative,
FORM CMS-2567(02-98) Previous Versions Cbsolete Event i0: G7YL11 Facility 1D; TH7 102 If cantinyation sheet Page 30 of 31

é%”“? Gl AL A 759,




el

30, 2012 4:10PM—Masters Healthcare

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Cen t gr o e

= No, 8441—P. 36

PRINTED: 07/17/2012
FORM APPROVED
OMBE NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (*2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING
45136 me 07/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE. 2IF CODE
278 DRY VALLEY RD
KINDRED NURSING AND REHABILITATION-MA
NURSI STERS ALGOOD, TN 38501
4) 1D SUMMARY STATEMENT OF DEFSCIENCIES p PROVIDER'S PLAN OF CORRECTION {46)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR 1.5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
. This Plan of Correction is the center's credible
F 463 | Continued From page 30 F 463 | allegarion of compliance.
is REQUIREME i i :
Th_ls REQ NT is not met as evidenced Preparatian andlor  of his plat of correcrian’
: . . . does noi constirute sdmission or agreentent by the
Bas_ed on medical record review, observation, provider of the muk of the faces allaged or conchisions |
and interview, the facility failed to ensure the gall serforth in the suxtement of deficiencies, The plow of
light was functioning for one resident (#252) of correction is propared aidior executed solely becauwss
forty residents reviewed. it it required by the provistons of federa! and state Tow.
The findings Icluded: On 7/13/12 and 7/1/12 the matutenance staff
made rounds throughout the facility and checked
: . . ight in every location (pt rooms
Resident #252 was admitted to the facility on il [ml: 1 ight in every e
June 12, 2_012, with diagnoses including E:dﬁ_ ms, showers, eic) and all were in working
Hypertension, Congestive Heart Failure and "The Meainjenance Supervisor maintins extra
Osteoarthritis. ' call Light cords that are available gt the nurses
. stations for replacement when 2 call light cord
Observation on July 10, 2012, at 3;18 p.m., in the malfunctions. The siaff then notes the
resident's room, revealed the call light did not replacement on the 24 hr report and the
function when a resident attempted to call for DNS/ADNS reviews on weekday clinical rounds
staff assistance. Teview and reports in the manegement morming
meeting ar which the maintenance supervisoris
. . - N present.
gewlew with Certified Nursing Assistant (CNA “The facility call light is jncluded in tho .
), at the time of the observation, on July 10, - ; : .
2012 " i . ; facility Maintenance Dept Prevenmtive .
<, confirmed the light did not function (ne ' Maintenance Program and all call lights and the |
audible or visual alarm actava_'ted) apd thg call light system are checked monthly and logged.
needed to be replaced. Continued interview The Maintenance Supervisor includes operation
confimed the resident was fetnporarily unable to & checks of the calt light system in his report in
call for staff assistance, ' )
the monthly Safety Committee and Performance
Improvement Comminee (Direstor of Nursing,
Assist Director of Nursing, Executive Director, :
Case Manager, Business Office Manager,
Admissions Coordinator, Maintenance
Supervisor, Account Manager, infection Control
Nurse, Distician, Medical Director, Activities,
and MDS Coordinator) meeting for review,
discussion and recommendarions, if indicated
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